Summary. Risk factors have become a dominant approach to the aetiology of chronic disease worldwide. The concept emerged in the new field of chronic disease epidemiology in the United States in the 1950s, around near-iconic projects such as the Framingham Heart Study. In this article I examine how chronic disease epidemiology and the risk factor concept were adopted and adapted in the two German states. I draw on case studies that illuminate the characteristics of the different contexts and different take on traditions in social hygiene, social medicine and epidemiology. I also look at critics of the risk factor approach in East and West Germany, who viewed risk factors as intellectually dishonest and a new surveillance tool.
Introduction
This paper deals with the reception in both German states of the risk factor approach, the idea that there are quantifiable factors, often associated with lifestyle, that make it possible to calculate the probability that an individual develops an illness and dies prematurely. Risk factors had their origins in American chronic disease epidemiology but were adopted in both German states despite the different political and economic contexts: a centralised, government-controlled health system in the planned economy of the German Democratic Republic (GDR) and a decentralised system relying on checks and balances between more or less autonomous sickness insurance funds, doctors organisations and other stakeholders in the market economy of the Federal Republic (FRG). 1 The health systems in both German states had their foundations in different solutions to the escalating conflicts between doctors' organisations and the sickness insurance funds (one tier of the social insurance system introduced by Bismarck) over pay and contracts in the interwar period, reflecting different ideas about the future of the welfare state.
2 Models developed by socialist doctors and social hygienists in the Weimar Republic that were opposed by large *Centre for the History of Science, Technology and Medicine, Simon Building, University of Manchester, Manchester M13 9PL, UK. Email: carsten.timmermann@manchester.ac.uk sections of the medical profession, such as health centres with salaried doctors (Ambulatorien), played a major role in the Soviet-occupied Eastern 'Zone' after World War II, where trade unionists and former sickness insurance fund managers, as well as socialist physicians and social hygienists were involved in the centrally planned reorganisation of the health service.
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In West Germany, in contrast, the autonomy (Selbstverwaltung) of the organisations of doctors and sickness insurance funds was paramount, albeit less democratic and with tighter legal constraints than before 1933. In the planned economy of the GDR the health services were highly integrated, coordinated and controlled by the government, which had advantages when it came to organising immunisation or mass X-ray campaigns, or the maintenance of databases such as the GDR cancer register. 4 A shortage of funds, however, led to problems at many levels. 5 In the health system of the Federal Republic with its multi-centric structures, the government played a far less central role than in the GDR. The state merely controlled the legal and regulatory framework governing the interactions between the organisations of doctors, insurance funds and other stakeholders such as the pharmaceutical industry, hospital operators, representatives of medical science, and increasingly also patient organisations. 6 In academic medicine, there were some new institutions launched in both German states, but intellectual traditions only gradually adapted to the new post-war contexts.
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Chronic Disease Epidemiology and the Emergence of the Risk Factor Approach
Risk factors are a relatively recent idea which emerged in the United States in the 1950s, as Robert Aronowitz, William Rothstein and others have shown, from within a new field of medical research, chronic disease epidemiology. 8 Epidemiology is the science of epidemics, dealing with the incidence, distribution, and control of disease in a population. Up to the mid twentieth century epidemiologists were predominantly concerned with communicable illnesses. Chronic disease epidemiology developed after World War II in the USA. Its main target was the aetiology of cardiovascular disease, which was increasingly perceived as the number one health problem of industrialised societies. Among the questions that the new discipline addressed was if this increased visibility in fact corresponded to a higher incidence of cardiovascular illnesses, or if people simply stopped dying from tuberculosis, lived longer, and died from heart problems instead. Many talked about an epidemic of heart disease in the USA earlier than in other industrial nations. Traditionally epidemiology dealt with illnesses whose incubation periods were relatively short, making them easier to study. The new chronic disease epidemiologists looked at illnesses that developed over years and for which it was difficult to determine the point at which relative health turned into illness. 9 It was difficult to identify specific causes for these illnesses. The majority of the new epidemiologists concentrated on factors in people's social environments that were associated with modern life and that could be controlled on the level of the individual 3 On the history of the Ambulatorien, see Hansen et al. 1981; Tennstedt 1977, esp pp. 150-80 to avoid illness later in life: nutrition (fat and especially cholesterol), other luxuries (smoking), overwork, stress, or lack of exercise.
Many of the pioneers of the risk factor approach were in fact not trained as epidemiologists but had backgrounds in clinical or physiological research. When they attempted to apply the results of laboratory research to humans or to make them relevant for disease prevention, they found themselves working on questions that elsewhere would be associated with social medicine. A good example is Jeremiah Stamler, who started his career with studies on the physiology of nutrition in the late 1940s, investigating the effects of a low-fat diet on a breed of chickens with a tendency to spontaneously develop arteriosclerosis. 10 The equally influential Ancel Keys was a zoologist, marine biologist and physiologist, and creator for the US War Department of the K ration, a food ration that could be easily carried by parachute troops. 11 In the 1950s, together with his wife Margaret, a biochemist, Keys started to study the eating habits of different populations (especially with a view to fat content) and attempting to correlate these with heart disease rates. Thanks to Keys and his followers, the Mediterranean diet and the eating habits of the Japanese are considered as especially healthy, while Finland gained a reputation for eating particularly unhealthily.
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Besides Stamler and Keys, the organisers of the near-iconic Framingham Heart Study around Thomas Dawber were among the best known pioneers of the risk factor approach.
13
Framingham, according to the epidemiologist and historian of his discipline, Mervyn Susser 'has become the prototype and model of the cohort study' among epidemiologists in the United States.
14 Dawber and his colleagues, like Keys and Stamler, viewed it as part of their work to publish their results and conclusions not only in scientific journals but also in more widely accessible books and articles directed towards broader audiences, in order to contribute to the prevention of cardiovascular disease by way of education. 15 During a period of intense popular interest in heart disease and in explanations for its apparently increasing visibility, motivated, for example, by the extensive media coverage of President Eisenhower's heart problems, their publications contributed to the popularisation of the risk factor approach.
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Robert Aronowitz has argued that the risk factor concept was so attractive, both to experts and non-experts, because it was so flexible, bordering on ambiguity.
17 Risk factors were many things to many people. They provided busy physicians with efficient access to aspects of patients' lifestyles that had long been considered important but for which now there were easily quantifiable markers and increasingly effective drugs. An American Approach to Disease in two German States, 1950-90 products of a thriving pharmaceutical industry. 19 High cholesterol levels or high blood pressure, for example, could not only be 'normalized' by way of lifestyle changes but increasingly also with medication. However, supporters of more holistic understandings of the body, who were not necessarily attracted to the easy fixes provided by these new drugs but concerned about stress and the dangers caused by modern life, could also identify with this approach. Risk factors gave patients the feeling that to some degree they controlled their exposure to heart disease; the concept emphasised individual responsibility for one's health. Traditional concerns of preventive medicine, in contrast, such as housing quality or patterns of poverty were complex and nothing that a general practitioner working in a fee-for-service medical system could address effectively. Furthermore, the increasing prosperity in the industrialized world, which seemed to filter down to all levels of society, made such concerns look like problems of the past. In the 1950s and 1960s heart disease and cancer appeared like diseases related to this new affluence. Some epidemiologists, however, maintained an interest in the effects of inequality and others remained committed to social change.
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Aronowitz' book deals with the USA. I am not aiming, in this paper, to complement his and other accounts with a systematic, comparative history of the risk factor approach in the two German states. Rather, I will focus on a number of promoters and critics of the new concepts whom I believe are exemplary, in East Germany in the fields of social hygiene and clinical research and in the West in physiology and social medicine. In October 1956 the East German medical journal Das Deutsche Gesundheitswesen published a special issue with contributions by members of a relatively young working party for cardiovascular disease, the Arbeitskreis für Kreislauffragen. The special issue included two essays by Wollenberger, in which he applied ideas and approaches from American chronic disease epidemiology to GDR conditions. The first of these articles dealt with the distribution of cardiovascular disease in the GDR; the second text discussed links between cardiovascular disease and diet.
Risk Factors, Social Hygiene, and Chronic Disease Epidemiology in the GDR
23 Cardiovascular disease had already appeared on the radar of health policy makers in the GDR by this time. The Arbeitskreis, for example, had been launched in response to a proposal by the Ministry of Health. A decision by the Council of Ministers on further developments in public health on 8 July 1954 called for the establishment of an institute for cardiovascular research (besides a so-called Pavlov institute and institutes for hygiene, child protection, sports medicine and blood research).
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Furthermore, the Council demanded more rigorous health education efforts: 'The population is still not being mobilised to a sufficient degree for the struggle for improving hygienic conditions and for making their own contributions to securing their health.'
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In an interesting article, Jens-Uwe Niehoff and Ralf-Raigo Schrader, physician-scholars from East Germany look back critically at health policy in the GDR, characterizing this attitude as a 'Pfadfinderideologie', a boy scout mentality which was easily reconcilable with risk factor concepts. 26 The health system, Niehoff and Schrader argue, focused almost exclusively on citizens' ability to work. They also deplore what they saw as a naive belief among the ruling elite in the predictive power of science.
In the early years of the GDR social hygiene was the dominant science when it came to questions of health policy and preventive medicine. Wollenberger was not a social hygienist and was criticised accordingly in a response to his article. The author, Kurt Winter, was Professor and acting director of the Institute for Social Hygiene at the Humboldt University. He presented himself as part of the tradition established by Alfred Grotjahn. 27 Wollenberger's essay on the distribution of cardiovascular disease was based mainly on data compiled by the central administration for statistics (Staatliche Zentralverwaltung für Statistik), the planning commission (Staatliche Plankommission), the statistical department of the Greater Berlin council (Abteilung Statistik beim Magistrat von Gross-Berlin) and the department of statistics of the social insurance administration (Referat Statistik der Versicherungsanstalt Berlin). The bibliography lists only two references, one of them a talk by Ancel Keys in 1954. Wollenberger argued that in the GDR, as in other developed countries, non-communicable and chronic illnesses such as cancer or cardiovascular disease had replaced infections as the main causes of death and disability, and the trend pointed to further increases. However, as the GDR did not publish official death statistics and as information on the health of the population was incomplete, he suggested, these developments were insufficiently recognised and acknowledged by the medical profession. 29 In the second essay that Wollenberger contributed to the special issue, on the role of diet in the aetiology of cardiovascular disease, he again referred to Keys, arguing that 'the still widely held attitude' that cardiovascular problems were inevitable consequences of ageing could no longer be scientifically defended. 30 Especially arteriosclerosis and hypertension had their roots in the environment, he argued, and the most important environmental factor in this context was diet. In 1955 Wollenberger had undertaken a series of animal experiments, investigating the effects of a diet rich in cholesterol on roosters. 31 Chickens were also the experimental animals of choice for Jeremiah Stamler before he turned to epidemiological studies. 32 In his article, Wollenberger did not refer to his own experiments but above all to American publications. Abundance and not deprivation was at the centre of the problem, he argued, and the main suspects were fat and salt. He cited a 1952 publication by Louis Dublin and Herbert Marks-whose studies also informed the Framingham organisers-based on Metropolitan Life Insurance data. These data had shown, he argued, that overweight people had a shorter life expectancy and that this was predominantly due to a tendency to develop cardiovascular illnesses that ended in death. 33 The same statistics showed that losing weight led to increased life expectancy. For the purpose of disease prevention, a general control of calorie and fat intake as had been proposed by Keys, he suggested, was 'not at all unjustified'. 34 Winter wrote in his response that he considered Wollenberger's concern for the 'social hygienic problems' around cardiovascular disease in the GDR very 'laudable' (verdienstvoll). 35 However, some of the questions raised by Wollenberger needed to be discussed further. Winter questioned, for example, whether the increase in mortality and morbidity that Wollenberger found in the statistics represented a real increase. It could also result from changed mortality patterns and changed diagnostic practices. In his response to Winter, Wollenberger wrote that he was pleased that his compilation of mortality and morbidity data had inspired the social hygienists to look at cardiovascular disease. 38 But he insisted that his original conclusion was valid: the increase was real and likely to be related to diet. After this brief excursion in the 1950s, Wollenberger, unlike Keys in the USA, never again turned to epidemiology, dedicating his research exclusively to the cell biology of the heart. He published his results predominantly in English, gaining an international reputation, especially in the West. Wollenberger was one of the founders and the second president (1973-76) of the International Society for Heart Research. His profile in the GDR, in contrast, was not particularly high until, in the 1970s, he acquired some fame as the public face of the state-sponsored GDR jogging movement. Other researchers based at the Academy of Science had considerably higher public profiles. 43 Böthig and his colleagues invited 622 men between 50 and 54 to take part in the study, two-thirds of the men in this age group in the district, selected from the population register. These epidemiological studies were organised by clinical researchers rather than social hygienists. This was a characteristic they shared with the Framingham Study, whose director, Thomas Dawber (an internist) viewed epidemiology as 'clinical observation on a community level'. 44 Dawber considered the involvement of social scientists unnecessary, and the new chronic disease epidemiologists in the GDR did not feel they needed the help of social hygienists for the organisation of their studies. A further decisive factor favouring the new approaches in the GDR was membership of the World Health Organisation (WHO) in 1973. The GDR had sent observers to Geneva since the early 1960s, but now East German representatives could play a key part in the activities of the WHO in Europe. According to Niehoff, the keenness of the GDR government to gain international recognition led to a tendency to always behave like model 37 50 The Pankow study was designed to evaluate the effectiveness of treatment without medication, placing a strong emphasis on counselling and lifestyle change, which was partly a response to the need to cut the expenses of importing drugs from the West. The move towards US-style chronic disease epidemiology had its critics. Winter and his colleagues and students remained sceptical about this approach. Their scepticism is evident, for example, in a joint-authored, critical paper on the epidemiology of arteriosclerosis published in 1967. 51 Winter and his co-authors wrote that they found an article by Hinkle on 'Some social and biological correlates of coronary heart disease' in Social Science and Medicine interesting above all because 'it does not tell us anything new'.
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They continued to warn of careless conclusions based on unreliable cause-of-death statistics and badly defined diagnostic categories. Well-organised epidemiological studies, of course, unlike most of the contemporary research on risk factors, they suggested, would have to be welcomed. Jens-Uwe Niehoff was an assistant at Winter's institute at the Humboldt University in 1978 when he criticised the apparent move to the risk factor approach in GDR medicine 45 Niehoff 1999, p. 113. 46 Knappe et al. 1971 Many promoters of the risk factor concept were aware of the fuzziness which Niehoff interpreted as intellectual dishonesty. Risk factors to them were a useful heuristic tool which made it possible to discuss statistical correlations for which causal explanations were unclear. Not all appeared to be aware, however, and some took advantage of the fuzziness. The West German hypertension expert Klaus Dietrich Bock, for example, wrote in 1982 that risk factors were the 'main or contributing causes of disease and disease complications'. 57 And of course, risk factors had so much explanatory power partly because the media treated them as if they were causes of disease. As most risk factors were related to human behaviour they were easy to relate to and invest with meaning, and they resonated with traditional approaches to disease that associated illness with moral failings: health could be secured by ascetic behaviour; a diet low in fat and sugar, exercise, and the denial of luxuries. This way of thinking sat uneasily with Winter (and Niehoff) , to whom health included the ability to enjoy. But it resonated with the reality of an economy that struggled with the desire of its citizens to gain access to the increasing abundance of consumer goods they observed on West German television. 58 To some, in fact, the increase in heart disease in the GDR may have been a secret source of pride, did it not show that the government managed to maintain a level of affluence that was comparable to the West?
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What were the implications of the work by the new epidemiologists such as Böthig, Faulhaber or Heinemann for the dominant models in GDR preventive medicine? In a report by Heinemann, published in 1987 in the popular science magazine of the Academy of Sciences, Spectrum, the aspects of the social environment which social hygienists were interested in, do not feature at all. Heinemann, originally a clinician and cardiologist who trained at the Charité with Dutz, also held qualifications in psychology and had worked with Böthig on the Berlin-Mitte study. Schaefer, the co-editor of a substantial, three-volume handbook of social medicine and director of Heidelberg University's institute for social medicine and industrial hygiene, social hygiene played no role in the history of the subject. The roots of social medicine, as he understood it, were American. The history of this subject in Germany was short, he stated: 'Sociological work in a narrow sense hardly existed before 1960.' 64 Rather than mentioning social hygiene, in his memoirs he positions himself as a follower of Talcott Parsons' approaches to sociology. How, then, did a physiologist turn into an epidemiologist and co-organiser of one of West Germany's first risk factor studies? The physiologist Schaefer was acting director of the Kerckhoff Institute for cardiovascular research in Bad Nauheim until 1951, when he was appointed professor of physiology at Heidelberg University. In 1960 the regional parliament of the state Baden-Württemberg invited him to develop plans for an institute of industrial hygiene (Arbeitsmedizin). They approached Schaefer because of his broad interests and because he had acquired a reputation for approaching medicine in more holistic ways than others. Schaefer argued that social medicine was more important than industrial hygiene, but, in contrast with the latter, did not yet have an institutional home in Germany. 65 Teaching and research on disease prevention was in the hands of the hygienists, but they did not feel that chronic illnesses were part of their remit. He would never forget, Schaefer writes in his memoirs, how during a conference sponsored by the Deutsche Forschungsgemeinschaft (DFG, West Germany's main science funding agency) around 1970, two prominent representatives of the discipline of hygiene refused to associate epidemiology with anything other than infectious disease. They left the room, annoyed, he remembers, when he addressed the progress of chronic disease epidemiology in the United States. 67 Social medicine to Schaefer was an 'ecological subject' and he was above all interested in physiological mechanisms through which environmental influences made people ill. He was less interested in statistics. Even where statistical associations could be clearly demonstrated, he argued, one should not neglect the search for causal (read: physiological) explanations. The environment had effects on people's emotions, they were mediated by hormones and the autonomic nervous system, and these mechanisms should be identified. During a visit to North America in the 1950s, Schaefer had been introduced to Hans Selye's stress theories and he had become interested in the regulation of the heart and the role of psychosocial stress as a cause of cardiovascular disease. He counted Selye, besides Talcott Parsons, among the main influences that informed his approach to social medicine. However, he also referred to such icons of alternative medicine as the nineteenthcentury Bavarian priest and promoter of hydrotherapy, Sebastian Kneipp, the psychiatrist Erich Fromm and the environmental biologist Konrad Lorenz.
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In the field of preventive medicine the Federal Republic drew largely on traditions and values associated with the educated middle classes (and occasionally gentrified representatives of alternative traditions, such as Kneipp), and unlike the GDR shunned organisational or intellectual alternatives to traditional models of medical practice. 69 The
Rhinelander Schaefer was a practising catholic and this shaped his value system. He argued for a close dialogue between church and science, but also supported the movement against nuclear weapons and pleaded for an open debate with Marxism. By the early 1960s he was known, according to his Heidelberg colleague and contemporary, the medical historian Heinrich Schipperges, as 'the conscience of German medicine'.
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Outside Heidelberg, social medicine looked to other models, but usually drawing on German educated middle class traditions rather than, for example, the focus on class and social environment found in post-war British social medicine. 71 Psychological explanations were central, and sometimes ideas developed by the followers of Rudolf Steiner. Manfred Pflanz, for example, professor of epidemiology and social medicine at the Medical Academy of Hannover from 1967 to 1980 and besides Schaefer probably the most important representative of the subject at the time, had studied psychology in addition to medicine, and he had also undergone a Freudian psychoanalysis. In 1961 he had completed his Habilitation in internal and psychosomatic medicine at the University of Giessen with Thure von Uexküll, a well-known promoter of holistic ideas, who was also a friend of Schaefer.
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Maria Blohmke based her approach to social medicine on the philosophical anthropology of Arnold Gehlen, who characterized human beings as badly adapted animals with shortcomings (Mängelwesen). As human beings had lost their natural instincts, they could no longer adapt to nature, and had to compensate for this by 67 Blohmke et al. (eds) 1976 . 68 Schaefer 1986, p. 268. 69 Cf Hansen et al. 1981 . 70 Schipperges in Schipperges et al. (eds) 1986, pp. 127-38, S. 127 adapting their environment, by creating culture. But human beings also lacked natural mechanisms that helped them to assess environmental stimuli adequately, and according to Blohmke's reading of Gehlen this was at the root of frequent overstimulation. She suggested, with reference to Gehlen and the sociologist Alfred Weber, that the Industrial Revolution, especially the increasing industrialisation of white collar work and the resulting alienation triggered physiological processes that caused the increase in heart disease.
73
Heart disease to her was a disease of managers. Blohmke was the daughter of a medical professor-an ear, nose and throat specialist. She had trained in internal medicine but found in the 1950s that, after a serious spell of tuberculosis, she was unable to continue practising clinical medicine. While she was recovering, she discovered an interest in the humanities. In 1955 she accepted a job offer at the Hoechst chemical factory near Frankfurt on Main, first as medical advisor to the Board of Directors and later as directorial assistant in the pharmaceuticals division. During her time at Hoechst she acquired experience working with mainframe computers, which would be useful for her later research. In 1958 she accepted a position at the headquarters of the DFG in Bonn. Schaefer met her during a meeting of the DFG working group for cardiovascular research and offered her a job at the new institute he was about to set up in Heidelberg. In an interview with the author in 2001 Blohmke emphasised repeatedly how important she thought computers were for chronic disease epidemiology and by implication for social medicine, and how her time at Hoechst had prepared her for this. She read the Framingham publications and visited the USA in 1964. Epidemiological work to her was predominantly a technical challenge, and she was less interested in social implications. One learned most, she mused in 2001, from people who could read computer printouts. In Heidelberg she arranged access to a computer at the Institute of Theoretical Physics, at night, when the physicists were not using it. She appointed a physicist and a sociologist who had studied with Ralf Dahrendorf. In 1966 she completed her Habilitation in industrial physiology (Arbeitsphysiologie); it would have been impossible, she thought, to get the medical faculty to agree to the label of social medicine.
In 1967 Schaefer and Blohmke were awarded a grant from the Volkswagen Foundation worth half a million Deutschmark, to organize their own population study (known as the Heidelberg study) and research the role of psychological and social factors in the aetiology of coronary heart disease. They were supported by the Heidelberg city council, whose employees were invited to participate in the study. Schaefer admitted in his memoirs that at this time they did not have the methodological tools to achieve their goals and did not know the international literature well enough. 74 However, according to Schaefer, 'this was the first chance in Germany to learn epidemiology' (he was obviously not aware of contemporary developments on the other side of the Iron Curtain). 75 Results along with philosophical reflections, aetiological assumptions and conclusions were published ten years later in a book, the first monograph in German, they claimed, that attempted a thorough analysis of how the social environment influences coronary heart disease.
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In their book, Blohmke and Schaefer treated risk factors as more than just heuristic tools. They developed their own, slightly idiosyncratic terminology. Risk factors were 73 Blohmke in Blohmke and Schaefer (eds) 1966 . 74 Schaefer 1986, p. 304. 75 Ibid. 76 Ibid; Schaefer and Blohmke 1977. defined as 'such and only such processes that influenced human beings so that they caused [hervorrufen] Attitudes towards social medicine and the political context in which it operated changed in West Germany in the early 1970s, partly in response to broader changes in academia and society. Sociology became more politically charged, and it was increasingly associated with the left. This development also appears to have found its reflection in medical sociology. The relationship between Blohmke and Schaefer turned sour around this time, and she applied for a number of chairs. She told the author, however, that whenever she held one of the customary lectures that were part of the application procedure 'there were always the same group of left-wingers sitting in the first row'. 81 In 1975, when she was offered chairs at the universities of Mainz and Giessen, the Heidelberg dean argued for persuading the politically conservative Blohmke to stay, to prevent a 'left-winger' from coming in. 82 Such rifts had their roots partly in the political realities of the Federal Republic after 1968 and in distrust towards established authorities, but they also developed around more specific issues such as the radical attack on scientific medicine by critics such as Ivan Illich. 83 And the new critics on the political left also took issue with the rise of the risk factor approach. A group of doctors and social scientists associated with the annual publication Jahrbuch für Kritische Medizin were among the most vocal (and increasingly well-informed) critics of the risk factor concept and the consequences of its application in the Federal Republic. The Jahrbuch was published by the left-wing Argument publishing house. It had its roots in a loose series of special issues of the journal 83 Illich 1975. 84 See for example Abholz et al. (eds) 1982. publications on the subject they addressed the way in which the risk factor concept appeared to medicalise people who did not necessarily feel sick when physiological parameters such as blood pressure or blood cholesterol went above a more or less arbitrary threshold. As a result, as Borgers especially argued, a large proportion of the population were becoming subjects of medical surveillance, declared potentially sick and in need of treatment. 85 The risk factor approach, as he pointed out, made treatment and prevention merge into one another. The consequence was that in modern industrial countries the treatment of risk factors was more common than the treatment of manifest illnesses. Borgers argued that epidemiological evidence did not necessarily support the risk factor approach, and that prevention strategies building on this approach were insufficiently evaluated. Borgers' arguments are fairly commonsense, but they did appear to challenge the judgement of mainstream experts. Three decades later the members of the group around the Jahrbuch, whose openly political approach to medicine in the 1970s alarmed conservative members of older generations such as Schaefer and Blohmke, have themselves become part of the mainstream. They are today widely recognized as experts in epidemiology and preventive medicine.
Conclusion
Prevention by treatment, the approach criticized by Borgers and his colleagues, has little in common with the approaches favoured by social hygienists focusing on improving social environments. But practices supported by the risk factor approach had precursors in the history of medicine and health in Germany. There are parallels, for example, with health practices that originated in the lifestyle reform movement and with nineteenth-and early twentieth-century interpretations of folk medicine. 86 Ascetic lifestyle, healthy food, herbal tonics which were taken to strengthen the heart, or cold water treatments that were meant to strengthen the resistance to illness, appealed to similar sensibilities as some of the arguments brought forward by promoters of the risk factor approach. To many lifestyle reformers, too, self discipline and an ascetic life was seen as central to preventing illness, and the individual was responsible for his or her own health.
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Criticism of the risk factor approach in East and West Germany focused on different issues, specific to the different contexts, but there were also significant overlaps. A central point of criticism in the West was medicalisation and the resulting surveillance. To the anti-authoritarian members of the 1968 generation, risk factors represented one more tool in the armamentarium of a potentially oppressive state. 88 In the GDR state and medicine were much more closely enmeshed, but criticisms of risk factor medicine were directed predominantly against its scientific claims. The background to this, as I have argued, was a struggle between social hygienists and clinicians, but also the need to be more careful with one's criticism. To Jens-Uwe Niehoff, as for the group around the Jahrbuch in the West, worries about the use of risk factors to both justify surveillance and assign blame for health problems to individual citizens, and thus release the state from its responsibility, formed a significant political motivation for criticism, but in his 85 Borgers in Abholz et al. (eds) 1982 . Their concerns were similar to Niehoff's. 86 Cf Timmermann 2001. 87 See also Hau 2003. 88 Suspicion was widespread in West Germany about data collection exercises sanctioned by the state. There was considerable resistance, for example, to the 1987 census. the concept. The authorities in the East as well as the West, however, usually followed the recommendations of the 'real' doctors, the clinician-epidemiologists embracing the risk factor model, rather than (sometimes) maverick critics and social scientists. The former offered practical solutions that could be easily understood and resonated with dominant medical paradigms, while the latter criticised what was generally viewed as progress and fielded unpopular suggestions to slow down and rethink.
The risk factor approach began its rise as a heuristic tool and became problematic when its findings were adopted uncritically and invested with deeper meanings. Ultimately risk factors were interpreted as recommendations for how and how not to live one's life. In both East and West Germany the risk factor approach became part of a health model where responsibility for illness and health was lodged increasingly firmly with individuals and their lifestyles. Heart disease was associated with prosperity, stress and ultimately success, the side effects of the post-war economic miracle, which people were expected to tackle by adapting their lives (or taking preventive medication such as antihypertensive or cholesterol-lowering drugs). If they did not do this and continued to smoke or overeat, it was their own fault when they fell ill. Alas, a growing number of studies demonstrate that even in the affluent West there continue to be strong associations between social deprivation and illness. 89 
